monitoring. A trained research associate recorded vitals, EtCO2, EtCO2 waveform, SpO2, the level of sedation by the OAAS scale, and rSo2 (CASMED Fore-sight ELITE; Branford, CT) at baseline and then at 1-minute intervals until the patient returned to the baseline level of alertness.
Sepsis Presenting in Emergency Department
1) Characterize baseline differences in emergency department (ED) versus inpatient (IP) presenting sepsis patients; 2) Compare ED versus IP presenting sepsis in 2 outcome domains: process outcomes and patient centered outcomes. 3) Estimate risk-differences for patient centered outcomes attributable to disparities in initial resuscitation.
Design: Retrospective consecutive sample cohort. Setting: 9 Tertiary and Community Hospitals in New York over 1.5 years.
Patients: All hospitalized patients with sepsis or septic shock, defined simultaneous 1) Infection AND 2) 2 SIRS criteria AND 3) 1 acute organ dysfunction criterion; with post-hoc confirmation.
Exposure: ED versus IP presenting sepsis. ED sepsis defined as meeting all objective sepsis inclusion criteria while physically in the emergency department. IP sepsis defined as admitted patients meeting criteria after physically leaving the ED.
Outcomes & Analysis: We assessed differences in baseline characteristics for IP versus ED sepsis with a generalized linear model using random effects to account for inter-hospital variability. We then generated a propensity-score for patient "location" when they presented with sepsis, and created a matched (PSM) cohort. We used doubly robust estimation in the PSM cohort to compare outcomes controlling for baseline differences. Process outcomes included 3h-bundle compliance and time to antibiotics. The primary patient outcome was hospital mortality. We calculated attributable risk to determine the proportion of patient outcome differences that were explained by resuscitation differences in groups.
Results: Of 11,182 sepsis hospitalizations, we classified 2,509 (22.4%) as IP and 8,673 (77.6%) as ED. Compared to ED sepsis, IP sepsis patients more often had heart failure (OR: 1.31, 95% CI: 1.18-1.47), renal failure Conclusions: Sepsis patients in the ED differed dramatically from IP sepsis by demographics, infection source, chronic and acute illness at presentation, and presenting signs. ED patients receive markedly more timely initial resuscitation, and have substantially better outcomes, but this disparity explains only a modest proportion of mortality differences. If and how these 2 populations should be conflated by treatment recommendations is unclear. Study Objectives: Randomized controlled trials (RCTs) provide the most reliable evidence of the impact of medical intervention, however bias can invalidate the results of RCTs. This study aimed to identify the risk of bias of randomized controlled trials (RCTs) referenced in the 2015 American Heart Association (AHA) guidelines update for cardiopulmonary resuscitation (CPR) and emergency cardiovascular care (ECC).
Methods: All RCTs cited as references in the 2015 AHA guidelines update for CPR and ECC were extracted. After excluding non-human trials, crossover studies, cluster trials, etc, 2 reviewers assessed the risk of bias among RCTs included in this study. The Cochrane Collaboration's tool for assessing the risk of bias in 6 domains (random sequence generation, allocation concealment, blinding of participants and personnel, blinding of outcome assessment, incomplete outcome data, and selective reporting) was used.
Results: A total of 166 RCTs were selected for analyses. Of these, 72.9% (121/ 166) had a high risk of bias for blinding of participants and personnel. Although a small proportion of the trials was at high risk of bias in the remaining 5 domains, 33.7% (56/166) had an unclear risk of bias for random sequence generation, and 45.2% (75/166) had an unclear risk of bias for blinding of outcome assessment. Additionally, among 5 domains of risk of bias excluding random sequence generation, the proportion of trials at unclear or high risk of bias in journals with a relatively high IF (5 and <10) and high IF (10) was lower than that in journals with a low IF (<5)
Conclusions: The proportion of trials at unclear or high risk of bias was high in the 2015 AHA guidelines for CPR and ECC, especially for random sequence generation and blinding of participants/outcome assessment. This tendency was more prominent in journals with a low IF (<5). Risk of bias should be considered when interpreting and applying the CPR guidelines in the clinical setting.
